By CHARLES GOULDEN, O.B.E., F.R.C.S. I have called the condition in these two cases true diabetic cataract. Much discussion takes place as to the frequency with which cataract occurs in diabetes; also as to whether we have merely a patient suffering from diabetes who is also suffering from senile cataract, or whether the cataract itself is due to the diabetes.
The condition was originally investigated by Schnyder, who worked out 59 cases of diabetes. Amongst these he was able to find only one case which showed any distinctive features. That case which Schnyder described was, in appearance, exactly like the two cases I have brought to-night. The opacities are very small, white and glistening and some are coloured (such as we associate with the reflection of light from the surface of crystals), immediately under the epithelium of the capsule. In all other conditions an opacity will respect the anterior zone of disjunction which is underneath the anterior capsule but does not invade the area between the zone of disjunction and the anterior band of the lens. But in cases of true diabetic cataract the opacities come up to the under surface of the capsule. If you examine these by oblique light you will see there are many small water-clefts between the most superficial fibres of the lens. The lustre, both from the anterior and the posterior surface of the lens, is little marked, as one would expect when opacities have reached the capsule.
I show you a picture of Schnyder's patient, aged 33. These cases only occur in young people. The following is the description of my cases:
Case I.-Male, aged 26, 5 ft. 10 in. in height, weight 5 st. 2 lb. There is a 31 years' history of polyuria and excessive thirst. He was admitted on November, 1923. The sugar was 0 -17 per cent.; on diet and insulin it declined to 0 -1 per cent. For eighteen months he remained sugar-free. He discontinued insulin for some time, then resumed it. Later he was admitted into another hospital, almost in a state of coma, in November, 1926. He had insulin and dietetic treatment, and was discharged. He was re-admitted in January, 1927. His bloodsugar was then 0 -18 per cent., and he is now taking 25 units of insulin twice a day. He is being dieted, receiving carbohydrate 45 grm., protein 67 grm. daily. Blood-sugar 0-125 per cent.
In complicated cataract there are similar opacities, but they invade the axis of the lens. Case II.-Female, aged 35, who has had diabetes since 1923. She has been in hospital twice, namely, in 1925 and 1926 . In July, 1925 , it was found that she had signs of cataract.
Vision in the right eye was represented by mere shadows, in the left eye it was A16. She had a low renal threshold and glycosuria. She was treated with insulin, and the blood-sugar became normal. Last December I removed the lens from the right eye, and subsequently did a needling. Since then she has been taking 20 units of insulin twice a day. You see fine dots immediately under the epithelium of the capsule, and you will note the ginger appearance on the posterior surface of the lens. The lens shows clearly the lines of separation between the adult and the foetal nucleus. [PHOTOMICROGRAPHS were shown, mostly from the eyes of old people with more or less senile thickening of hyalin or glass-membrane, to illustrate the following statements.]
The outer trabeculse or lamellw, of the pectinate ligament become part of the sclerotic simply by losing their hyaline sheaths. A very variable middle division of the ligament passes back to give origin to more or less of the meridional section of the ciliary muscle.
In the inner trabecule a change exactly the opposite to the above occurs at the level of the posterior end of the scleral furrow. The white fibrous and elastic centres disappear, while the hyaline sheaths thicken. The bands form an open meshwork, combining maximal
